The American Osteopathic Association requires the integration of osteopathic principles and practice in all specialty residency training programs that it accredits, but the 4 residencies with the most integration of osteopathic manipulative medicine (OMM) have differences in training and emphasis on OMM as a primary treatment modality.
between residents in the 4 programs. The purpose of the current study was to examine the differences in residency programs in the use of OMM for spinal pain in an outpatient clinical setting using electronic medical records (EMRs). We hypothesized that the NMM/OMM residents would diagnose more somatic dysfunction and Patient encounters for residents from all PGYs from the specified programs were identified. Encounters were excluded from the current study if they occurred outside the family medicine and OMM specialty clinics of the GCA or if they were not documented using the EMR system, such as with hospitalized patients.
The GCA uses an EMR documentation system (Nextgen EMR) that allows somatic dysfunction diagnoses and OMM to be documented using searchable However, these 4 residency programs have differences in training and emphasis on OMM as a primary treatment modality rather than a secondary or adjunctive modality.
The NMM/OMM residency requires the highest number of clinical hours with the use of OMM as a primary treatment, with an average of 3 half-days per week spent in an OMM specialty continuity of care clinic during the second and third postgraduate years (PGYs).
2
During those 2 years, the continuity of care experience must include a minimum of 1000 patient visits during which the resident evaluates and provides OMT for a minimum of 100 medical patients, 100 surgical patients, 100 pediatric patients, and 100 obstetric and gynecologic patients under the supervision of a specialist in NMM/ OMM. 2 This residency also requires exposure to osteopathic principles, such as completion of a 40-hour basic course in osteopathic cranial manipulative medicine. 2 The FP/OMT residency training focuses on the use of OMM as an adjunctive treatment within a traditional family practice setting. However, this residency has vague requirements regarding exposure to OMM, with no specified rotation requirements or required number of patient encounters providing OMT. 1, 6 The FP/NMM and IM/NMM residencies require residents to satisfy the standards of each individual specialty and specifically require a minimum of 4 months rotating in a NMM/OMM specialty setting during PGYs 2, 3, and 4. 4, 5 Because of these differences in training requirements, differences are expected in the use of OMM Non-somatic dysfunction assessments were categorized as musculoskeletal, neurologic, or nonneuromusculoskeletal based on ICD-9 classifications, where codes 710 through 739 corresponded to diseases of the musculoskeletal system and codes 320 through 389 corresponded to diseases of the nervous system. No significant difference was noted between the 4 residencies for the probability of the residents using the ICD-9 diagnostic codes for thoracalgia, lumbago, or backache (all P≥.21) ( Table 2 ). Whereas the FP/OMT residents were significantly less likely to diagnose cervicalgia than the NMM/OMM and the FP/NMM residents, no differences were found between the FP/OMT residents and the IM/NMM residents (P=.05). After adjusting for patient sex and age, results were consistent with the unadjusted analyses (data not shown).
For the probability of residents diagnosing somatic dysfunction in each of the 10 possible body regions, a significant difference was found between the residency programs in 9 of the body regions (all P≤.04) ( Table 3 ).
In all 9 of these body regions, the FP/OMT residents were less likely to diagnose somatic dysfunction than the NMM/OMM and the FP/NMM residents. The FP/OMT residents were also less likely to diagnose somatic dysfunction in the abdominal and lower extremity regions than the IM/NMM residents. The IM/NMM residents were less likely to diagnose somatic dysfunction in the thoracic region than the FP/NMM residents. After adjusting for patient sex and age, results were consistent with the unadjusted analyses (data not shown) except for somatic dysfunction diagnosis rates in the lumbar region, for which no differences were found (P=.06). (data not shown) except for the use of HVLA, for which no differences were found (P=.10).
Discussion
Our results suggest statistically significant differences in the diagnosis and treatment of somatic dysfunction for spinal pain between the residents of the NMM/OMM, In a survey assessing the use of specific types of OMT techniques by family physicians, other primary care physicians (ie, those in pediatrics, internal medicine, and obstetrics and gynecology), OMT specialists, and nonprimary care specialists (ie, those in all other specialties), 14 the most commonly preferred OMT techniques were soft tissue, HVLA, muscle energy, and counterstrain. In addition, OMM specialists used a wider variety of techniques than physicians from all other specialties. In the hospital setting, NMM/OMM specialists most frequently used myofascial release, balanced ligamentous tension, muscle energy, and soft tissue. 13 The current study found that residents most commonly used muscle energy, myofascial release, soft tissue, and HVLA. found that OMT was used most frequently for musculoskeletal conditions, followed by neurologic and respiratory conditions. The body regions most frequently managed with OMT included the head, cervical, thoracic, and lumbar regions. 12 In the hospital setting, the top 3 reasons for ordering an OMM consultation were chest/rib pain, spinal pain, and lower respiratory infection; the OMM specialists most commonly diagnosed somatic dysfunction in the thoracic, cervical, rib, head, and lumbar regions. 13 The current study found that residents managed spinal pain in the cervical, thoracic, rib/chest, lumbar, and sacral regions more than 50% of the time.
